Isolated Compartment Syndrome of the Hand After Brachial Embolectomy  by Whatling, P.J. & Galland, R.B.
Eur J Vasc Endovasc Surg 17, 446–447 (1999)
Article No. ejvs.1998.0796
LESSON OF THE MONTH
Isolated Compartment Syndrome of the Hand After Brachial
Embolectomy
P. J. Whatling* and R. B. Galland
Department of Surgery, Royal Berkshire Hospital, London Road, Reading, RG1 5AN, U.K.
Introduction distally and directed down both radial and ulnar
arteries to the wrist. Thrombus was removed from
Reperfusion injury, causing compartment syndrome, each vessel with good backbleeding. The arteriotomy
was closed with interrupted 6/0 polypropylene su-is common following acute leg ischaemia. However,
it is infrequently reported with arm ischaemia.1 We tures. Palpable radial and ulnar pulses were observed
with a warm hand and good venous filling. Hep-present a case of first dorsal interosseous and thenar
eminence compartment syndrome developing after arinisation was maintained postoperatively and war-
farin started.brachial embolectomy for acute arm ischaemia.
The next day, his arm was satisfactory with only a
slight reduction in power compared with the right
side. However, on the second postoperative day, he
Case Report became aware of pain and swelling in the first dorsal
interosseous muscle, which later involved the thenarA 72-year-old man presented with a two-day history eminence muscles. At this point, he still had a radialof pain and coldness in his left forearm and hand. He and ulnar pulse with four warm fingers, but his thumbwas awaiting chemotherapy for a recently diagnosed was cool and movement painful. Muscles of the firstlarge bowel lymphoma. dorsal interosseous space were tense and very tenderOn examination, he had a cool forearm and hand with painless swelling of the thenar eminence muscles.with venous guttering. There were no pulses distal to A dorsal incision was made over the first webnormal subclavian and axillary pulses. The right arm space and extended through the fascia. The underlyingwas warm with full pulses. Hand-held Doppler assess- muscle bulging through remained dusky in colour andment showed no flow in the brachial artery or its was non-responsive to stimulation. In contrast, thebranches. Sensation was retained and all muscle muscles of the thenar eminence, exposed through agroups were functional, but with reduced power. He lateral incision, were initially dusky, but rapidly be-was in sinus rhythm with a normal ECG. came pink and were responsive. The wounds wereHe was given 5000 units of heparin intravenously left open and dressed with a calcium alginate dressing.and maintained on an infusion at 1500 units per hour At six-weeks follow-up, the fasciotomy wounds hadto reduce the risks of distal thrombosis and to assess healed, pulses were present and function was normal.the adequacy of collateral flow. It was decided that
operative intervention was required when perfusion
had not improved over the following 12 hours.
DiscussionAt operation the brachial artery was explored
through a transverse arteriotomy. A 3F balloon catheter
Compartment syndromes affecting any of the ten com-was passed proximally to remove thrombus and estab-
partments within the hand are well described and arelish good inflow. A 2F balloon catheter was passed
commonly related to intra-arterial injection of drugs,
or to trauma affecting bones or soft tissue.2,3 A com-
* Please address all correspondence to: P. J. Whatling. partment syndrome affecting both forearm and hand
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is well recognised after brachial artery cannulation.4 hand compartments after revascularisation. An aware-
ness of this possibility and prompt intervention willThis is to our knowledge the first reported case of an
isolated hand compartment syndrome arising after a reduce potentially significant morbidity.
brachial embolectomy for acute ischaemia.
Compartment pressure was not formally measured.
There is evidence that the degree of pressure elevation
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